Conclusions-Prevention activities should be directed at specific sexual and ethnic groups, sources of information should be carefully selected, and some groups should be addressed differently with regard to language but to content as well.
Introduction
Despite the increase in knowledge about the causal agents, modes of transmission, diagnosis and therapy of sexually transmitted diseases (STDs), efforts have failed to curb the spread of STDs. Apparently, information campaigns and prevention activities, together with the existence of a network of STDclinics, only have a limited impact. ' To estimate the number of unprotected vaginal contacts, the number of partners was multiplied by the relative frequency of vaginal intercourse and the relative frequency of condom use. This calculation was performed separately for private and commercial partners. Frequency scores for vaginal intercourse ranged from 0 (never) via 0.25, 0 50, 0.75 to 1 (always), and for condom use on a comparable but reversed 5-point-scale from 1 (never) to 0 (always). For example, for a man with 6 sexual partners, who had vaginal intercourse often and used condoms half of the time, the estimated number of unprotected vaginal contacts is 6 x 0.75 x 0.50 = 2.25. For arithmetic reasons, the number of private or commercial partners or unprotected contacts was set to 0 for those participants who had no such partners.
All analyses were performed separately for both sexes, using SPSS/PC + . Distributions were analysed with the chi square test. Differences between means were assessed by analyses ofvariance, or when appropriate with t-tests for independent samples. To generate a model of risk factors for STDs, multiple logistic regression analysis with stepwise forward variable selection was used. Variables univariately significant and variables non-significant butotherwise considered important, were used in the logistic regression analyses. A two-sided confidence interval (CI) of 95% was used for all analyses.
Results

General characteristics
Between October 1987 and January 1990 (27 months of recruitment) 598 heterosexuals with five or more different partners in the 6 months preceding the study decided to participate: 255 men and 343 women. Women were somewhat younger than the men (mean age 28 vs 32 years). The majority of the women were born in the Netherlands (62%), and this was true for only 49% of the men. Most women worked as prostitutes (74%) and 87% had one or more private partners in the 4 months prior to the study. In the same period of time, 61% of the men visited prostitutes and 78% had private partners. One or more genital STDs were diagnosed in 81 (24%) women and 70 (27%) men (table 1) .
Risk factorsfor STDs
Men Some demographics and aspects of sexual behaviour of heterosexuals with and without diagnosed STDs are presented in table 2. Among men, demographic variables had stronger relations with STD prevalence than variables associated with sexual behaviour. Educational level was strongly associated with STD diagnoses, but also with country of birth (p < 0-001). Education ceased to be Country of birth was a strong predictor of STDs; therefore male participants were divided into three, socially meaningful, ethnic groups. Men were selected if they were born in (a) the Netherlands (n = 124), (b) Surinam or the Dutch Antilles (n = 47) or (c) Turkey (n = 34). The remaining men were born
The importance of ethnicity as a riskfactorfor STDs and sexual behaviour among heterosexuals (table 2) . Independent risk factors for STDs generated with multiple logistic regression analysis were whether they had STD-related complaints, whether they were born outside the Netherlands, whether they had no regular partner and whether they had private partners. The type of partners (regular and private) were the only aspects of sexual behaviour associated with STD prevalence. One ofthe selected risk factors was (as among men) country of birth. Therefore, women were divided also into three ethnic groups. They were selected if they were born in (a) the Netherlands (n = 214), (b) other West European countries (n = 32) or (c) LatinAmerica (n = 44). The remaining women were excluded from further analyses. A repeated multiple logistic regression analysis with three levels of country ofbirth, revealed the risk factors shown in table 3 (table 4) . Turkish men had private partners less-often than the other men, and differed only from Surinam men with respect to the number of private partners (p < 0 01) and the number of unprotected private contacts (p < 0 05). Differences in the number of partners, rather than the small non-significant differences in condom use were reflected in the number of unprotected vaginal contacts with private partners.
On the other hand, Turkish men visited prostitutes more often (p < 0 001), visited more different prostitutes (p < 0.05), used condoms less frequently (p < 0 05) and had more unprotected vaginal contacts with prostitutes (p < 0.05) than the other men. Contrary to sexual behaviour with private partners, differences in the number of unprotected vaginal contacts with prostitutes were influenced by differ- Turkish men visited mainly prostitutes working "behind windows", and they also had the highest prevalence of gonorrhoea and chlamydia infection. Most of the Latin American prostitutes in our study worked "behind windows", and they also had the highest prevalence of gonococcal and chlamydial infections among women. Although we cannot determine exactly whether these mentioned groups are each others' commercial partners, these combined results suggest that riskful sexual contact within this type of setting more often leads to a STD.
The same reasoning can be applied to Surinam men and West-European women, with respect to their private partners. While the number of partners and frequency of condom use of these groups is comparable to Dutch participants, the higher prevalence of STDs may be explained by riskful sexual contact with persons from groups where these STDs are more prevalent.
We are aware that our results stem from a selected group of participants, and we should be careful to generalise from them. However, among the heterosexual visitors with multiple partners of the STD clinic who did not participate in our study, we found a comparable STD prevalence.9 Another study among heterosexual STD-clinic attenders reported a decrease in the number of visitors since 1986, which suggests a decrease in riskful sexual contact. Besides, a tendency towards safer sexual behaviour was found, but not among all heterosexual subgroups. Turkish men and prostitutes of other than Dutch origin appeared to be the exception. 6 Even though these studies were conducted at the same STD clinics but with different objectives, the findings suggest that among sexually active heterosexuals, ethnic minorities are at an increased risk of contracting STDs.
In the last decade, much effort has been directed in the Netherlands to change attitudes and sexual behaviour of the general heterosexual population in the framework of STDs and in more recent years with respect to AIDS. These efforts did not result always in recommended safer sexual behaviour in all groups, as several studies reported.68121 Besides cultural differences, substantial language differences did exist also between the distinguished groups. It is not unlikely that the ethnic minorities therefore differ in access to sources of information, and have more difficulty than others in comprehending the messages about preventive measures to be taken.
Changes in prevalence and incidence of several STDs should be monitored closely with respect to different sexual and ethnic groups, to design continuously prevention activities focused on particular groups. Conveying messages to specific targetaudiences, sources ofinformation should be carefully selected, and some groups should be addressed differently not only with regard to language but to content as well. While the prevention activities for STDs and HIV often are separated, integrating HIV 
